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INK—MAKE A PERMANENT RECORD

UNFADING BLACK

PLAINLY-——USING

WRITE

THE DIVISION OF HEALTH OF MISSOURI
FALED JUL 21956  STANDARD CERTIFICATE OF DEATH

BIRTH uo,%/%f'—%s. DIST. NO. ,.2[ 7 PRIMARY REG. DIST. ué.ﬁ_’_‘ n,,,,;,anna__["!,,a cl

SIuM File No...

22239

1. PLACE OF DEATH
a. COUNTY
St. Lbows

2. USUAL- - RESIDENCE (Where decosiod lived.

I institution: residence befors

a. STATE-"'ﬁ:' . . b. COUNTY adictulon!.
_M%Soury 7 Stlours

¢, LENGTH OF
STAY (In this place)

iDay

b. CITY (1t outcide sorporate limits, wiitea RURAL and give

towoship}
oW Ch AYTORN

c. CiTY

d. Ir Residence within lmits of

o Kieoroe it 9/0?/ =

iy 1 I.I'Neofpﬁr;udmt:wnr

d. FULL NAME OF {If not in boepital or [zstitution, give strect address or location} «- STREET (I raral, glve locl
HOSPITA ADDRESS
INSTITUTION St Low s-Couniy HospiTA L 1O\S WAKREN
3. NAME OF a. (First) b. (Middle) . {Last)
DECEASED f - / 4 DoFe  (Momth)  (Dag) (Y“'),
{ Type or Print} /1/4,/‘66/'6 [raun /e DEATH é 2 /94
8, SEX 6. COLOR OR_KACE 7. MARRIED, NEVER MARRIED, 8, DATE OF BIRTH 9. AGE (In yesrs| iF UKDER 1 TEAR | iF UNDER m was.
WIDOWSD. DINORCED (Bpacit oo last blrthday} Maﬂul Dy Bnu.nl Mln.
¥ Coy \NONE . Seer. 2,1995 1
10a. USUAL OCCUPATION (Gie kind ot work | 10b. KIND OF BRSINESS OR IN. | 11 BIRTHPLACE  (ci.0 4 Stace or Foreige Gountrr] {7 12 cgm%i,;?;wﬂ

done dunalvt\u! x: Hie, even if retired) ‘q one.

Sr. Lou 1S (7

13a. FATHER'S NAME 13b. MOTHER'S MAIDEN

Thuemas Vouciass | He

15. WAS DECEASED EVER IN U.5. ARMED FORCES? | 16. SOCIAL SECURITY
(Yes, g or unknown} | {II yes. xive war or dates of service)
ong. ..

————
18. CAUSE OF DEATH MEDICAL C

_Enter only cnecouseper | |. DISEASE OR CONDITION

Vine far (a}, (b), and (c) DIRECTLY LEADING TO DEATH® (53

*T'his does not mean ANTECEDENT CAUSES

the mode of dying, such | Morbid conditions, if any, gieing DUE TO (B)
as heart foilure, asthenia, | . rise (o the above canse (o) stating
ee. It means the dig. | the underlying cause last.

case, infury, or complica- DUE TO {c}

NAME 14. NAME OF HUSBAND OR WIFE,,
_ ,,2 Y
IRK LAND one_.. SE AT
17. INFORMANT' S SIGNATURE OR NAME ADDRESS
L LA
ERTIFICATION INTERVAL BETWEEN ~

ONE; AND DEATH

% _wrsundl ok Ynen o

tion whick eaused death, | 11. OTHER SIGNIFICANT CONDITIONS

Cunditfons contributing to the death but not
related to the disease or condition causing death,

19a. DATE OF OP_FIROIN 196, MAJOR FINDINGS OF OPERATION 2. AUTOPSY.?-
- Cc: ?ﬂ X ves [ 1 wo ]
21a. ACCIDENT \ {Bpeclty) 21h. PLACE QE INJURY (e.g..Inorabost | 21¢. JCITY, TOWN, OR TOWNSH (COUNfY [STATE)
SUICIDE o bome, fart, v, strect, office Bldy..at0) o
HONICIDE Ay /s, e ¢ &

2le. INJURY OCCURRED

WHILE AT NOT WHILE
WORK AT WORK

2id. TIME t th)  (Dey) (Year) (Hour}

m.?uFR‘r ey //'_fd .

211. HOW DID INJURY OCCUR?

2 ] hcreb;'cerltfy that I atlended th Z deceased from _él_;.! 19.£é_, lo _QZL, IQJié, that I last saw the deceazed
bolA 19 Z. 304,

alive on , and that death occurred al

m., from the causes and on the dale stated above.

{Degres or mleo

23b, ADDRESS

bo/ 5 B/’é‘zzzzajaaaé

7

24c. RAME OF CEMETERY OR CREMATORY

Yaex

75. FUNERAL DIRECTOR™ S

[ ]
%4! .NB SERM[ S\EKLCREMA-
. {Bpedily)
8L 18 Jdae 56 | Wasnineron
DA REC'D BY LOCAL | REGISTRAR'S SIGNATURE
2/ 358 | fendenl 77 Bomde 7’£
(Licensed (]

Statement

* Reverse. Side)
e S il

SIiGNATUR
g

24¢. LOCATION (Olty, town, or comntsyf / (Gtate}

St L

Xoudae b I

.
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/STATEMENT BY LICENSED EMBALMER

I hereby certify that the body whose name is recorded on the reverse side of this certificate was embal

working under my personal supervision..

Al
Student ..o ooeiisiimraeee e ez tsaiaaeane s Signed.. z A ekt T T ' of
Signature of Student Embalmer (7 |

Licensed Embalmer No#"‘yﬂ
P. O. Address ﬂ&@m,‘:

Note: The above MUST BE SIGNED BY THE LICENSED EMBALMER in his OWN HANDWRITING. (Failu
to comply with the above constitutes grounds for revocation of license). . .

If embalmed by a STUDENT, he also shall sign in his OWN handwriting.

¢ this body is not embalmed, fact should be so stated above.




